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Abstract
Objective—To evaluate the effectiveness of an educational intervention designed to reduce 
traumatic brain injury (TBI)–related misconceptions among blacks and Latinos with complicated 
mild to severe TBI.
Design—Randomized controlled trial with masked 1-month follow-up.
Setting—Community.
Participants—Persons (N = 52) with complicated mild to severe TBI (mean best day 1 Glasgow 
Coma Scale score, 11.27±3.89) were randomly recruited from 141 eligible participants (mean age, 
37.71±13.88y; age range, 19–66y; mean months postinjury, 24.69±11.50); 25 participants (48.1%) 
of participants were black and 27 (51.9%) were Hispanic/Latino. Of the Hispanic/Latino 
participants, 18 (66.7%) were non-U.S. born and 12 (44.4%) spoke Spanish as their primary 
language. Twenty-seven individuals were randomized to the educational intervention group and 25 
were randomized to the wait-list control group.
Interventions—Single-session educational intervention with written materials provided in 
English or Spanish.
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Main Outcome Measures—Forty-item Common Misconceptions about Traumatic Brain Injury 
Questionnaire administered at baseline and 1-month follow-up.
Results—After controlling for ethnic and language differences, a significant between-group main 
effect (P = .010) and a significant time-group interaction for the Common Misconceptions about 
Traumatic Brain Injury Questionnaire were noted (Wilks Λ = .89; F1,46 = 6.00; P = .02). The 
intervention group showed a decrease in TBI misconception percentages, whereas the wait-list 
control group maintained similar percentages. At 1-month follow-up, the wait-list control group 
reported more misconceptions than did the intervention group (P = .019).
Conclusions—An educational intervention developed to address the recovery process, common 
symptoms, and ways to handle the symptoms provides promise as a tool to decrease TBI 
misconceptions among persons from ethnically and educationally diverse backgrounds. The 
effects of therapist characteristics and the client-therapist relation on outcomes should be further 
explored.
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Persons with traumatic brain injury (TBI) and their caregivers report needs for information 
on the management of expected cognitive and emotional changes.1–5 Unfortunately, 
educational, socioeconomic, and cultural issues may affect the understanding and 
application of health information.6 Inadequate presentation of information and varying levels 
of readiness to assimilate it may contribute to lack of knowledge among persons with TBI 
and their caregivers about TBI consequences.7,8 Furthermore, education provided early in 
the recovery process may not be recalled once they are in their home environments.7
The need to provide accurate information about the consequences of TBI is supported by 
misconceptions about the recovery process held by the general public.1,2,9 Misconceptions 
about coma, memory/amnesia, and the recovery process are frequently reported. 
Misconceptions have the potential to influence the experience of persons with TBI and their 
caregivers. Indeed, family members of persons with TBI hold some misconceptions about 
TBI recovery that are similar to those of the general public. In 1 study,10 at least 80% of 
family members of persons with TBI believed that people in a coma are usually aware of 
their surroundings and that complete recovery from a severe injury is possible if the person 
with TBI wants it badly enough. College students with TBI hold similar misconceptions 
about recovery to those without TBI, particularly about coma, retrograde amnesia, and 
unconsciousness.11
Lack of knowledge about TBI may be problematic for minorities, who are less likely to 
receive TBI-related services beyond acute care.12–15 Ethnic minorities with TBI have been 
shown to hold misconceptions about amnesia, rehabilitation, and recovery.16 Spanish-
speaking Hispanics/Latinos reported a greater percentage of misconceptions than did 
English-speaking blacks and Hispanics/Latinos after controlling for differences in education 
and active religious practice. Although not well documented in the literature on TBI, cultural 
factors, such as fatalism, lack of education, or poor literacy, and acculturation can influence 
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knowledge or perceptions of illness, adherence to treatment, and health care utilization 
among Hispanics/Latinos,17–20 which may play a role in misconceptions. Hispanics/Latinos 
with religious fatalistic cultural norms may believe that fate is unalterable,21 which could 
influence how they cope with disability and misattributions of TBI-related symptoms.
Reduced access to TBI education may influence emotional adjustment and participation, as 
persons with TBI may not understand the reason for TBI-related problems or seek treatment 
when needed, and may develop emotional distress and social withdrawal. Providing 
education to persons with TBI supports their ability to advocate for themselves with health 
care professionals, who may lack expertise in TBI or hold inaccurate beliefs.22 Education 
about changes and recovery after TBI could contribute to reduction in the existing outcome 
disparities between whites and minorities with TBI23–28 by influencing appropriate 
treatment-seeking, realistic goal-setting, and overall adjustment.
Existing research provides a basis for the type of education that would most benefit persons 
with TBI and their caregivers. Kreutzer and colleagues29–31 showed that the “most 
important” needs rated by caregivers were receipt of medical information about their 
relative’s injury and having information delivered in clear, honest language. Rotondi et al32 
documented caregivers’ need to understand the long-term changes and implications during 
the 4 phases of recovery, including acute inpatient rehabilitation, return home or transition, 
and return to the community. Respondents frequently misunderstood explanations provided 
by health care professionals regarding the sequelae and implications of their injuries. 
Holland and Shigaki33 recommended a 3-phase model for educating patients and families 
throughout the recovery process. They recommended that during the community reentry 
phase, education should emphasize the protracted nature of TBI recovery, management of 
behavioral/personality changes, community resources, and TBI recovery from patients’ 
perspectives.
The purpose of the present study was to investigate the effect of an educational intervention 
to improve knowledge about TBI among blacks and Latinos with complicated mild, 
moderate, or severe TBI. A culturally appropriate intervention was designed to be easily 
understood by all persons, regardless of education and socioeconomic backgrounds.
Methods
Study design
This study design was a single-center randomized experimental design with masked 1-
month follow-up assessment comparing an educational intervention with a wait-list control 
group (fig 1). The bilingual, bicultural health educator conducted baseline and 
postintervention assessments. The postintervention assessment was conducted immediately 
after the intervention. Research assistants who were blinded to study design and group 
allocation collected the 1-month follow-up assessment. The randomization sequence was 
computer generated (www.randomizer.org) and blocked to yield equal allocation of every 10 
participants without stratification.34 Two institutional review boards (Baylor College of 
Medicine and the University of Houston) and the Harris Health System approved this study. 
All research participants gave informed written consent to participate in this study.
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Sample size
A power analysis was conducted for a repeated-measures analysis of variance (ANOVA) 
with 2 measurements (baseline and follow-up) using G*Power.35,36 With a power of .82, an 
α level of .05, and a medium effect size of .25, a sample size of 52 (26 in each group) is 
needed to identify significant differences between the intervention and control groups at 2 
time points.
Participants
One hundred forty-one blacks and Hispanics/Latinos were initially enrolled in a master 
study of social integration after TBI, based on consecutive admission to the neurosurgery 
service at a county level 1 trauma center in Texas between June 1, 2004, and December 31, 
2007. Inclusion criteria for this larger study included medically documented TBI; 18 years 
of age or older; primary language of English or Spanish; cognitively able to complete an 
assessment at least 6 months after injury; living at home at least 3 months before evaluation; 
and residing within 100 miles of research facility.
Exclusion criteria were homeless or institutionalized; preexisting neurological disorder (eg, 
stroke and progressive dementia); severe psychiatric disorder (eg, schizophrenia or other 
psychotic disorder); and severe developmental disability (eg, autism and mental retardation). 
Additional inclusion criteria for the present study were presence of abnormalities on 
computed tomography or magnetic resonance imaging and race/ethnicity of black or 
Hispanic/Latino. Persons with uncomplicated mild TBI were excluded. According to the 
criteria of Williams et al,37 persons with complicated mild TBI, who have an initial Glasgow 
Coma Scale (GCS)38 score in the mild range (13–15) with abnormal computed tomography 
or magnetic resonance imaging findings, have outcomes that are substantially different from 
those without abnormal neuroimaging findings. Blacks and Hispanics/Latinos from the 
previous study reported not receiving information on TBI. Therefore, these groups, which 
are the largest minority groups at the level 1 trauma center, were targeted for this study.
Measures
Common Misconceptions about Traumatic Brain Injury Questionnaire10—The 
Common Misconceptions about Traumatic Brain Injury Questionnaire (CM-TBI) is a 40-
item self-report measure assessing general TBI knowledge in 7 key areas including seat 
belts/prevention (4 items), brain damage (4 items), brain injury sequelae (9 items), 
unconsciousness (3 items), amnesia (4 items), recovery (13 items), and rehabilitation (3 
items). Examples include “when people are knocked unconscious, most wake up quickly 
with no lasting effects,” “recovery from brain injury usually is complete in about 5 months,” 
and “how quickly a person recovers depends mainly on how hard he or she works at 
recovering.” Numerous published studies have used variations of the CM-TBI to assess TBI 
knowledge.9,16,22,39–42 Springer et al10 proposed 2 scoring schemes: dichotomized 
categories of “true” or “false” (probably true is considered true; probably false is considered 
false) and a stringent 4-point scale (any response other than absolutely true or false is 
considered incorrect). The dichotomized scoring scheme was used in all analyses. For 
Spanish-speaking participants, a back-translated Spanish version of the CM-TBI was used. 
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The CM-TBI has shown good internal consistency (α = .84) and test-retest reliability (α = .
82).16
Procedure
Participants were recruited by telephone or mail. A computer-generated random number 
table was used to randomly select the order of contact of potential participants from the 
master study database. The health educator completed informed consent and baseline 
assessment in participants’ homes. Two individuals preferred to participate at the research 
center. After scheduling of the assessment, group allocation was revealed by removing a 
colored sticker from a fully concealed randomization list.
The baseline assessment consisted of a demographic questionnaire including sex, age, 
education, race/ethnicity, occupation, nativity, religious practices, marital status, 
productivity, and income. Information on injury dates, length of acute care stay, best day 1 
GCS38 score, and mechanism of injury was extracted from medical records. Best day 1 GCS 
score signifies the best or highest GCS score obtained during the first 24 hours after 
admission. Participants with GCS scores ranging from 3 to 12 received information on 
moderate to severe TBI, whereas participants with GCS scores ranging from 13 to 15 
received information on mild TBI. The baseline assessment also included the CM-TBI,10 
which the interviewer read aloud and documented participants’ responses.
The intervention occurred immediately after the baseline assessment for persons randomized 
to the intervention group. The CM-TBI was administered immediately after the intervention 
to assess immediate change (postintervention assessment). The control group did not receive 
an intervention, but still completed baseline and 1-month follow-up assessments. Research 
assistants blinded to the participant’s group assignment completed the follow-up assessment 
by telephone at 1 month (±2wk) after baseline. After follow-up, individuals in the control 
group were offered the in-person intervention, but all declined, preferring to receive the 
written educational material.
TBI educational intervention
A single-session educational intervention was administered using a written manual and 
interactive didactics and discussion. Separate manuals were developed for persons with mild 
versus moderate to severe TBI, with both English and Spanish versions created for each. 
Each manual, written at the sixth grade reading level, addressed all the topics listed in table 
1. However, the type of symptoms, frequency of symptoms, and course of recovery differ 
between those with mild TBI and those with moderate to severe TBI. A bilingual, bicultural 
health educator with TBI experience conducted the 1-hour educational intervention in 
participants’ homes. The session included a combination of didactic presentation and 
interactive discussion, with tailoring of information to the needs of participants.
Cultural relevance of the intervention was ensured by providing written materials in English 
or Spanish and at the sixth grade reading level; using a bilingual, bicultural health educator; 
including language/cultural terms shared by the population; considering the customs of 
blacks and Hispanics/Latinos; and having brain injury professionals and survivors review the 
content for accuracy and relevance.43 Spanish-speaking persons with TBI and professionals 
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representing various Hispanic/Latino subpopulations (ie, Cuba, Puerto Rico, Mexico, and El 
Salvador) reviewed the Spanish-language manuals for grammar, accuracy, language, and 
cultural relevance, which were back-translated by 2 bilingual researchers. Purposeful 
sampling was used to represent the largest Hispanic/Latino subpopulations in the United 
States (ie, Mexicans, Puerto Ricans, Salvadorians, and Cubans).44
Statistical analysis
Data analyses were performed using SPSS version 23.0.a Outcome measures were assessed 
for normality using the Kolmogorov-Smirnov test, with no outliers identified. Overall, TBI 
misconceptions were assessed on the basis of the total number and percentage of incorrect 
answers on the CM-TBI using the 2-point scoring scheme. Descriptive statistics were 
performed to examine the sample characteristics. Chi-square and independent-samples t test 
analyses were conducted to compare the intervention and control groups in terms of 
demographic characteristics, injuryrelated characteristics, and percentage of misconceptions 
at baseline assessment. Baseline assessment differences between those receiving mild TBI 
education and those receiving moderate to severe TBI education were assessed using an 
independent-samples t test.
The CM-TBI was assessed for changes in misconceptions over 3 time points (baseline, 
postassessment, and 1-mo follow-up) for those randomized to the intervention group by 
conducting a 1-way repeated-measures ANOVA with simple planned contrasts. A repeated-
measures analysis of covariance was conducted to detect a significant change in CM-TBI 
scores from baseline to 1-month follow-up, irrespective of whether change was different for 
intervention and control groups, and determine the effect of the intervention. The covariate 
used in analyses was an ethnic-language group (ie, blacks, English-speaking Hispanics/
Latinos, and Spanish-speaking Hispanics/Latinos), which was a stronger predictor of TBI 
misconceptions than were education and active practice of religion.16 To detect a clinically 
meaningful effect of the intervention,  was used. Where .01 signifies a small, .06 medium, 
and .14 large effect, a moderate effect size denotes clinically meaningful group differences.
45
Results
One hundred nineteen of the 141 black and Hispanic/Latino participants in the master study 
of social integration met inclusion criteria for the present study (see fig 1). The study was 
conducted from May 2008 until late July 2008. Sixty-one participants gave verbal assent to 
participation. Three individuals later discontinued participation before obtaining written 
consent because of incarceration or no longer desiring to participate. Therefore, 58 persons 
were scheduled to complete baseline assessments. The first 4 individuals were randomly 
selected to pilot the intervention. However, no changes were suggested and their data were 
included in the final analyses. The remaining 54 individuals were randomized to either the 
intervention group or the control group. Six individuals (4 from the intervention group and 2 
Supplier
a. SPSS version 23.0; IBM Corp.
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from the control group) did not respond to contact during the 4-week follow-up period. 
Therefore, data from 27 individuals from the intervention group and 25 individuals from the 
control group were analyzed. Demographic and injury characteristics of the sample are 
summarized in table 2. No significant demographic or injury-related differences were found 
between the intervention and control groups at baseline.
An independent-samples t test revealed no significant difference between the intervention 
group (mean, 32.50±10.23) and the control group (mean, 32.96±10.85) in terms of total 
percentage of misconceptions on the CM-TBI at baseline assessment (t56 = .17; P = .87). A 
second independent-samples t test showed no differences between baseline CM-TBI scores 
for individuals who received the mild intervention (mean, 31.79±9.83) and those who 
received the moderate to severe intervention (mean, 33.09±10.81; t29 = −.35; P = .73).
A 1-way repeated-measures ANOVA with simple planned contrasts was conducted to 
compare scores on the CM-TBI for those who received the educational intervention at 3 time 
points: time 1 (baseline assessment), time 2 (postintervention), and time 3 (1-mo follow-up). 
The means and SDs are presented in table 3. There was a significant effect of time (Wilks Λ 
= .65; F2,25 = 6.69; P<.01; ). The decrease in total percentage of misconceptions 
from baseline to immediately after the intervention was significant (F1,26 = 13.86; P<.001). 
The decrease in total percentage of misconceptions from baseline to follow-up was also 
significant (F1,26 = 4.57; P<.05). No significant difference was found between 
postintervention and 1-month follow-up (F1,26 = 13.86; P = .311). After receiving the 
educational intervention, participants showed a significant decrease in their percentage of 
TBI misconceptions from baseline to immediately after the intervention and maintained this 
reduced percentage of misconceptions at 1-month follow-up.
A repeated-measures analysis of covariance controlling for ethnic and language differences 
revealed significant group differences in TBI misconception percentage from baseline to 
follow-up (Wilks Λ = .92; F1,48 = 4.12; P = .048) with a moderate effect size . The 
intervention group showed a decrease in TBI misconception percentages, whereas the 
control group maintained similar percentages, even after controlling for ethnic and language 
differences (F1,48 = 7.18; P = .010), with a large effect size . Spanish-speaking 
Hispanics in the control group reported a greater percentage of misconceptions than did 
English-speaking participants (F1,48 = 19.14; P<.001). At 1-month follow-up, the control 
group (mean, 35.00±12.85) reported a greater percentage of misconceptions than did the 
intervention group (mean, 26.76±11.74) (t50 = 2.42; P = .019; ).
Discussion
This study aimed to explore the effect of providing education to reduce TBI-related 
misconceptions among ethnic minorities with TBI. The culturally appropriate educational 
intervention significantly reduced misconceptions among the intervention group 
immediately after the intervention and at 1-month follow-up. The intervention group 
reported a significantly lower percentage of misconceptions than did the control group, even 
after controlling for ethnic-language. At baseline, Spanish-speaking Hispanics/Latinos 
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reported a greater percentage of misconceptions than did English-speaking blacks and 
Hispanics/Latinos. However, Spanish-speaking Hispanics/Latinos who received the 
educational intervention had a reduction in misconceptions from baseline to 
postintervention. Unfortunately, the reduction was not maintained at 1-month follow-up, 
suggesting the need for booster sessions in this group. Providing education on symptoms 
and recovery, while also giving feedback on identified misconceptions, was overall helpful 
in reducing reported misconceptions for those in the intervention group.
The educational intervention has implications for improving knowledge of TBI-related 
symptoms and recovery among patients with TBI, specifically within the 7 areas that were 
assessed using the CM-TBI. Reducing misconception can help both patients and family 
members during the transition period from acute care to rehabilitation and return to the 
community. Educational material must be culturally relevant and understood by each ethnic 
group to ensure its maximum potential benefit for both patients and family members.
Cultural differences inherent in blacks/African Americans and Hispanics/Latinos with TBI 
might influence their perception of TBI and rehabilitation.46 Spanish-speaking Hispanics/
Latinos with TBI previously reported a greater percentage of misconceptions than did both 
English-speaking Hispanics/Latinos and blacks.16 Greater efforts to support persons with 
TBI with limited English proficiency are needed, because there is limited research to address 
their unique experiences and needs after injury. Health disparities continue to exist for 
blacks and Hispanics/Latinos with regard to access to care and quality of care in the United 
States.47 Improving education about symptoms and recovery and services available may 
improve health care utilization among these groups. Because access to care is often an issue 
for minorities, providing interventions in peoples’ homes may overcome transportation and 
financial barriers.
The current intervention was provided in participants’ homes, and findings may not 
generalize to other settings. However, providing education in participants’ homes 
compensates for transportation problems that are typical in populations with low education, 
low income, and TBI. We believe this method helped improve our follow-up rate and 
allowed the health educator to build rapport with the participants. Because of being brief and 
cost-effective, it may be applied in diverse settings and tailored to other ethnic groups, such 
as non-Hispanic whites.
Future studies may explore the relative benefits of providing the intervention via 
videoconferencing, which would allow the interaction between the therapist and participants, 
without involving transportation cost. Future research should assess how varying the type 
and delivery of the educational intervention may improve patient outcomes. In addition, 
investigating the effects of therapist characteristics and the quality of the client-therapist 
relation is warranted. Additional research is needed to identify the role that misconceptions 
play in adjustment to TBI, health behaviors/outcomes, and treatment adherence of persons 
with TBI through symptom self-management. TBI is widely being accepted as a chronic 
condition; therefore, it is important to understand how a person’s misinformation about their 
recovery may play a role in self-management of chronic long-lasting symptoms.
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Study limitations
Although the sample size was sufficiently powered, replicating this study using a larger 
sample may provide greater insight into the effects of the intervention. This study randomly 
selected individuals who participated in a previous study; therefore, a selection bias may 
exist, because only those who could be contacted were included in this study. In addition, 
chronicity of TBI varied in this sample with persons ranging from 6 to 47 months postinjury. 
The results may not be generalizable to individuals during the first 6 months of injury. The 
importance of providing information to patients and their family members once they have 
returned to living in the community has been emphasized.32,48 The potential effect of 
cognitive deficits on assimilation of the educational information was not investigated, and 
this is a topic for future study. Because the injury severity of our sample was at least 
complicated mild, the results may not be generalizable to those with uncomplicated mild 
TBI, whose recovery time is shorter and who may benefit from receiving education at an 
earlier period.
Future studies should investigate the effect of education on multiple outcomes, including 
emotional adjustment, access to care, and participation outcomes. Furthermore, a longer 
follow-up period would be ideal for assessing long-term effects of the educational 
intervention.
Conclusions
This study aimed to explore the effect of an educational intervention on reducing 
misconceptions among ethnic minorities with TBI. The educational intervention group 
reported significantly reduced overall TBI misconceptions than did the control group at 1-
month follow-up assessment, even after controlling for potential ethnic and language 
differences. Identifying cultural factors influencing misconceptions of TBI should be 
considered during the development and implementation of educational strategies for 
ethnically diverse populations.
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Fig 1. 
Flow diagram (CONSORT diagram) of study participants.
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Table 1
Description of the topic areas of the TBI educational intervention
Topic Area Description
1. What is head injury? Participants learned about what is head injury and how does it occur.
2. What is TBI? Description of TBI was discussed.
3. How does injury to the brain occur? Two types of TBI (ie, open and closed) were discussed and how they occur. Detailed 
discussions of the various ways a brain may be injured were provided.
4. How serious was my injury? Participants were educated about how medical professionals determine the severity of 
TBI. Information about loss of consciousness, posttraumatic amnesia, retrograde 
amnesia, and the GCS was provided. Brief descriptions of mild vs moderate to severe 
TBI were provided.
5. What problems may I have after TBI? And what 
can I do?
This area included discussions of the physical, cognitive, and emotional/personality 
problems common after TBI. In addition, strategies to cope with each of the common 
problems were provided.
6. How long will my symptoms last? Tips for helping with recovery and coping strategies from a TBI survivor were 
discussed.
7. When should I seek medical help? Discussion of the warning signs to look for to decide whether medical care should be 
sought.
8. Common misconceptions Addressed common misconceptions about TBI, its symptoms, and the recovery process.
9. Where can I go to get help? Provided resources available in the area and how to seek medical or financial assistance.
10. Extra information Provided stress management techniques and other cognitive-behavioral approaches to 
help in coping with TBI.
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Table 2
Baseline demographic characteristics
Characteristic Total (N = 52) Wait-List Control (n = 25) Intervention (n = 27) P
Race
  Black 25 (48.1) 13 (52.0) 12 (44.4) .79
  Hispanic/Latino 27 (51.9) 12 (48.0) 15 (55.6)
Age (y) 37.71±13.88 (19–66) 36.08±13.78 (19–60) 39.22±14.05 (20–66) .42
Sex
  Female 14 (26.9) 7 (28.0) 7 (25.9) >.99
Education
  Less than high school 21 (40.4) 10 (40.0) 11 (40.7) .68
  High school 17 (32.7) 7 (28.0) 10 (37.0)
  College 14 (26.9) 8 (32.0) 6 (22.2)
Primary language*
  English 40 (76.9) 20 (80.0) 20 (74.1) .86
  Spanish 12 (23.1) 5 (20.0) 7 (25.9)
U.S. born
  Yes 33 (63.5) 15 (60.0) 18 (67.7) .83
Practicing a religion
  Yes 30 (57.7) 15 (60.0) 15 (55.6) .97
Income
  ≤$20,000 32 (65.3) 17 (70.8) 15 (60.0) .62
  >$20,000 17 (34.7) 7 (29.2) 10 (40.0)
Best 24-hour GCS score 11.27±3.89 (3–15) 11.72±3.76 (3–15) 10.85±4.04 (3–15) .43
  Complicated mild TBI 26 (50.0) 13 (52.0) 13 (48.1) .50
  Moderate to severe TBI 26 (50.0) 12 (48.0) 14 (51.9)
Months postinjury 24.69±11.50 (6–47) 23.12±11.30 (8–47) 26.15±11.70 (6–47) .35
Mechanism of injury
  MVC/MCC 20 (38.5) 9 (36.0) 11 (40.7) NT
  Auto-pedestrian 6 (11.5) 3 (12.0) 3 (11.1)
  Fall/jump 10 (19.2) 5 (20.0) 5 (18.5)
  Assault 10 (19.2) 4 (16.0) 6 (22.2)
  GSW 5 (9.6) 4 (16.0) 1 (3.7)
  Hit by object 1 (1.9) 0 (0.0) 1 (3.7)
NOTE. Values are mean ± SD (minimum-maximum) or n (%).
Abbreviations: GSW, gunshot wound; MCC, motor cycle collision; MVC, motor vehicle collision; NT, not tested.
*Assessments and the intervention were provided in the primary language of the participants.
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Table 3
Means and SDs for the total percentage of misconceptions on the CM-TBI for the intervention group stratified 
by injury severity and language (n = 27)
Variable
Time 1:
Baseline
Assessment
Time 2:
Post-
intervention
Time 3:
1-Mo
Follow-Up
Total 30.37±9.06 25.19±11.68 26.76±11.74
  Mild TBI 30.19±8.13 26.35±10.45 27.12±9.29
  Moderate to severe TBI 30.54±10.15 24.11±13.03 26.42±14.00
  English 27.25±7.47 23.13±10.16 24.13±11.36
  Spanish 39.29±7.32 31.07±14.50 34.29±9.97
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